Objective-To examine changes in primary care in London in the 11 years since the Acheson report on primary health care in inner London.
Introduction
The Acheson report on primary health care in inner London, published in 1981, drew attention to the high levels of social and health problems that primary care workers in inner London have to deal with and the generally inferior structure and availability of primary care services.' Attention was drawn to the high proportion of single handed and elderly general practitioners, the lack of primary care teams working from health centres, and the lack of good practice premises.
The report made 115 recommendations. Of the 31 most important recommendations, 26 Acheson report recommendations now implemented * A retirement age for general practitioners (recommendation 1) * A registration fee for new patients (recommendation 7) * Extending the lower limit for payment of full basic practice allowance (recommendation 9) * Higher payments in defined underprivileged areas (recommendation 10) * Minimum standards for reimbursement of rent and rates of main surgery premises (recommendation 13) * Modifications of the arrangements for the use of deputising services (recommendations 42 and 43) * Alternative arrangements where there are particular difficulties-for example, for homeless people (recommendations 51 and 52) * Community medicine specialist to coordinate district health authority services for children (recommendation 79) * Development of confidential computerised child health records (recommendation 81) * Regular screening of people aged over 75 (recommendation 87, limited to elderly people living alone) * Establishment of a unit of management for community services (recommendation 89) * Establishment of district primary health care planning teams (recommendation 91) * Computerisation of family practitioner committee registration functions (recommendation 92) * Academic departments of general practice accepting some responsibility for fostering primary care in the district they serve (recommendation 103) * General practitioners in the locality of medical schools being given the opportunity to take part in undergraduate teaching (recommendation 104) * Allocation of funds for the development of depart- The standardised mortality ratio (England=100) to age 65 was chosen as the health indicator (following the custom of the family health services authority performance indicators) since standardised mortality ratios for the full age range include the deaths of elderly people who die in residential and nursing homes. Because there are fewer such institutions than average in London, standardised mortality ratios for the full age range will be underestimates, the deaths in institutions being attributed to the area in which the institution is situated after the elderly person has given the institution as their address or has been resident for six months.5 65 or more has been reduced (helped by the introduction of a compulsory retirement age of 70 in 1990). In inner London and outer London, however, the reduction in the proportion general practitioners aged 65 or more (by 49%) has been less than in England as a whole (55%), and the proportion of general practitioners aged 65 or more is now more than three times that for England as a whole (table I  and fig 1, top) . There are still about twice as many single handed general practitioners in inner London as in England (table I and fig 1, middle) .
Results

TRENDS
The trend of the proportion of general practitioners with list sizes of more than 2500 patients is particularly disturbing, the reduction in inner London (43%) and outer London (47%/o) being considerably less than for England as a whole (76%). In 1977-8, in inner and outer London, there were lower proportions than in England of particularly large practices (33.2% and 3566% compared with 4033%). However, in 1990-1 these proportions were considerably higher in inner and outer London than in England as a whole (18 9% and 1900% compared with 988%). The trend in inner London shows a small increase in the proportion of large practices, in contrast with a decreasing proportion in England as a whole (table I and fig 1, bottom) . Although inner London list sizes are more "inflated" than those in other inner city areas (the populations registered with general practitioners exceed the census populations by higher proportions in inner London), it is the trend in inner London which is worrying.
In 1990-1 the number of general practitioners aged 65 or more in London (inner and outer London) was equivalent to 60% of the total in the whole of the rest of England, and the number with lists of more than 2500 was equivalent to 40% of the total for the rest of England.
OVERALL SITUATION FOR PRIMARY CARE IN 1990-1 
In inner London general practitioners are more likely to be elderly or single handed and have a higher proportion of large lists; work from premises that are below minimum standards; remove patients from their lists; and receive formal allocations of patients who are unable to find a general practitioner. They are less likely to have practice nurses and to reach the higher targets for childhood immunisations, preschool booster immunisations, or cervical cytology.
Positive changes are less easy to quantify, but they should be noted. In some inner city areas there has been an increase in the number of innovative practices with younger partners investing in premises, taking part in vocational training schemes, and employing practice nurses.0 Young doctors may have served as trainees in the area and then been recruited as partners with a longer term commitment. Recently such practices have shown further innovation in health promotion and in employing additional staff such as counsellors. fig 2, bottom left) . In terms of outcome indicators (percentages of general practitioners reaching targets) the other inner city areas resemble inner London, rather than outer London or England, in having particularly low values (fig 2, bottom right) One trend of note is the increase in the proportion of large practices (over 2500 patients) in inner London. This trend may indicate an attempt on the part of some general practitioners to increase their incomes in an area that is more expensive to live and work in than the rest of England.
COMPARISON OF LONDON WITH OTHER INNER CITIES
The Acheson report made recommendations conceming the coordination of community health and family doctor services; little progress has been made in this area and a new agenda is opening up for management of the wider primary care budget.37 Family doctors will be able in principle to play a greater part in The data presented in this paper can only be as accurate as the original source material and in some instances (such as the standards of premises) there could be inconsistencies in the definitions used by different family health services authorities. The overall picture, however, is clear: a considerable investment is still needed in primary health care in inner London to bring the services up to the standards of the rest of the country and to enable practitioners to deal with the problems that are faced in London.
The pressing need is for an active investment process in primary care in our inner cities. An extension of deprivation payments, linked to improvements in service provision-for instance, additional ancillary staff to help achieve targets-would help to overcome the obvious problems still faced particularly by inner London general practitioners. The pace of change may well be faster in the 1990s than in the 1980s, and precise, effective action is therefore increasingly necessary.
